INTRODUCTION
There are numerous causes for inocclusion of the eyelids (lagophthalmos). These can be congenital or acquired. It can be secondary to infection such as herpes simplex virus type 1 (HSV-1), or type 2 (HSV-2), human herpes virus (HHV), varicella zoster virus (VZV), Mycoplasma pneumoniae, Borrelia burgdorferi, infl uenza B, adenovirus, coxsackievirus, Epstein-Barr virus, hepatitis A, B, and C, cytomegalovirus (CMV), and rubella virus. 1, 2 It can also be a consequence of a stroke or ischaemia affecting the facial nerve or tumors such as acoustic neuroma or peripheral tumours such as parotid neoplasms and trauma. It can be iatrogenic secondary to blepharoplasty where excessive skin and muscle have been resected or postoperative haematoma have developed. 3 Most commonly it is idiopathic. In this case it presents abruptly, sometimes after fl u-like symptoms or without any associated symptoms and usually recovers completely. It affects one side of the face. This syndrome of idiopathic facial paralysis was fi rst described more than a century ago by Sir Charles Bell. 4 It is the most common condition affecting the cranial nerves. 1, 2 The condition affects approximately 1 person in 65 in a lifetime. 2 The precise etio-pathogenesis is unknown. Bell' palsy occurs in every decade of life with a mean age between 40-44 years. 1 Usually there is at least some form of return of function, which however may be inadequate to protect the eye or restore facial balance. Bell's palsy can cause aesthetic, functional, and psychological disturbances. Depending on the gravity of the symptoms different techniques are utilized therapeutically. When the paralysis is complete temporalis muscle transfers are utilized. 5 This technique, however, doesn't restore the natural blinking refl ex and requires coordination between the dental-occlusal effort and the contralateral palpebral occlusion. The most popular techniques for treatment of lagophthalmos are the insertion of gold weights in the upper eyelid or tarsorrhaphy in severe cases of corneal exposure. Usually the pa- tients present with complaints of ophthalmological disturbances such as xerophthalmia, epiphora and cosmetic deformity (Fig. 1) . The ocular problems are related to the relative shortening of the upper eyelid secondary to the paralysis of the facial nerve and the unopposed action of the m. levator palpebrae superioris (innervated by the oculomotorius nerve) and the Müller's muscle (innervated by the sympathetic superior cervical chain) which both retract and shorten the upper eyelid. The lower eyelid is weakened and due to the paralysis of the pretarsal portion of the o. oculi muscle becomes everted producing ectropion. The lower eyelid retractors also aid in this effect. Because of the decreased or absent blinking refl ex the tear fi lm is poorly distributed and results in epiphora and subsequent xerophthalmia. The way to correct these sequelae is through predictably lowering of the upper eyelid margin and elevating and adequately supporting the lower eyelid margin. 6
ORIGINAL ARTICLES

SURGICAL TECHNIQUE
The patient is marked pre-operatively after measuring of the length of the eyelids on both sides. The upper eyelid should be approximately 2.5 cm to 3 cm in length. In a straight gaze the level of retraction of the eyelids is measured. The margin of the upper eyelid should cover 2 mm of the upper limbus and the lower lid margin should be covering 1-2 mm of the lower limbus. The discrepancy is measured before any local anaesthetic is administered. The upper eyelid incision should be at the level of the upper palpebral crease (8 mm to 10 mm above the eyelid margin). The eyelids are injected with minimal amount of lidocaine 2% with epinephrine 1: 100.000. Next the grafts are harvested. Conchal cartilage is harvested via anterior approach from the ipsilateral ear (Fig. 2) . The incision is made just anterior to the antehelix in a semicircular fashion. The cartilage is taken with its posterior perichondrium to aid in its strength. The size of the cartilage graft depends on the size of the lower eyelid and should extend from the inferior edge of the lower tarsus superiorly to the arcus marginalis inferiorly. The skin of the ear is closed with 6-0 prolene and xeroform compressive dressing applied and retained for 48 hours to avoid haematoma formation. On the ipsilateral side a temporal incision is made in the hear-bearing skin care taken to avoid the temporal vessels and the temporo-parietal fascia identifi ed. A strip from the superfi cial layer obtained from behind the root of the zygoma 40 mm by 10 mm is obtained (Figs 3,4) . Haemostasis is achieved and the donor site closed in layers. The upper eyelid is approached through previously outlined incision. The orbital septum is opened and via anterior approach and the expansion of the superior levator muscle is identifi ed, grasped and incised from lateral to medial. The Müller's muscle is incised and elevated from the upper tarsus. The upper lid margin is then lowered to the previously pre-determined position in balance with the unaffected side while the patient is seated on the operating table. The temporalis fascia is trimmed appropriately and inserted and sutured between the aponeurosis of the levator and the cephalic edge of the tarsus with 8-0 vicryl sutures (Fig. 5) . The lower eyelid is approached via sub-tarsal approach and the dissection is kept preseptal. Care is taken to avoid any damage to the pre-tarsal orbicularis oculi muscle. The arcus marginalis is released and a pocket for the cartilage graft developed and the superior repositioning of the lower eyelid confi rmed. Since the cartilage shape is not ideally conformed to the shape of the lower eyelid it is morselized with cartilage morselizer. This brakes the memory of the cartilage and conforms it to the lower eyelid pocket. The perichondrium keeps the morselized cartilage from particulating (Fig. 6 ). At this time the margin of the lower eyelid must be covering at least 2 mm of the inferior limbus. The conchal cartilage is then secured with 3 to 4 8-0 vicryl sutures. The skin is closed with 6-0 prolene sutures. Temporary medial and lateral tarsorrhaphy is done and maintained for 1 week. Antibiotic and steroid eye-drops are prescribed for 10 days.
DISCUSSION
Gold weights and tarsorrhaphy are well established techniques for alleviation of ophthalmological symptoms caused by Bell's palsy. The gold weights, however, may extrude through the thin skin of the upper eyelid or cause chronic foreign body sensation, get infected, extrude or cause cosmetic deformity. Placing gold weights in the upper eyelid doesn't provide benefi ts to the lower eyelid, which in cases of facial palsy is atonic and retracted and ectropic. Tarsorrhaphy, whether partial or complete causes gaze impairment, inversion of the lid margin, possibly trichiasis and cosmetic defects. There are other techniques available for lengthening the upper eyelid, such as levator palpebrae superioris muscle disinsertion without grafting. [7] [8] [9] Use of autogenous and heterologous fascia lata or scleral grafts have been described as well. 7, 10 The lower eyelid can also be corrected by insertion of dermal or mucosal free grafts. 11 Allogeneic materials for support of the lower eyelid such as "Medpor" have also been utilized. We feel that autogenous temporalis fascia is more appropriate than fascia lata due to its thickness and donor site proximity. If there is a need for re-animation of the eyelids with temporalis muscle transfers the fascia is obtained from the same donor site. 5 It has excellent mechanical properties and doesn't resorb due to its minimal nutritional demands which are provided by the well vascularized surrounding tissues. Last but not least there is no chance of transmission of infectious diseases as is the case with homologous/heterologous grafts. We also try to avoid implanting foreign bodies in the eyelids where the skin is exceedingly delicate and any potential irregularities secondary to contraction or foreign body reaction become readily apparent. Possible drawback of insertion of conchal cartilage in the lower eyelid may be decreased inferior gaze. 6 This is due to the relative inability of the lower eyelid to descend while patient is looking down. We have not noticed this with our patients. This may be due to the extensive morselization of the conchal cartilages which is done prior to implantation. In cases where the lower lid is excessively lax (more than 6 mm at pull-test) resection of lateral full thickness tarsal strip may be indicated or/and lateral or medial canthopexy.
In cases where there is incomplete paralysis, where there is still some residual degree of muscle contracture, which is insuffi cient for eye protection as well as periorbital balance we utilize this technique, which improves these symptoms (Fig. 7) . If the paralysis is complete this technique will not accomplish adequate relieve of symptoms. In this case re-animation of the eyelids with either temporalis muscle transfers or free micro neurovascular muscle transfers are indicated. 5, 12 If these options are not available permanent tarsorrhaphy will be required.
